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Treatment: The relief of disability may be achieved by optical, medical or surgical means. Symptoms of incipient cataract can often be minimized by changes in the glasses and by adjusting illumination. In the early stages, mydriatics may be helpful. The disadvantages of aphakic vision may be offset by contact lenses or by intraocular lenses, for which an increasing use is foreseen. Postoperative rehabilitation and adaptation to aphakic vision should be initiated early. Bilateral aphakia is often easier to manage than uniocular. More use should be made of contact lenses, and of secondary insertion of intraocular lenses.
Professor David W Hill (Research Department ofOphthalmology, Royal College ofSurgeons ofEngland, London WC2)
The Management of Visual Loss General Blindness, particularly of sudden onset, is the most frightening and serious sensory deprivafion, which involves the patient and challenges the .doctor who must in turn relate adequately to the patient without being overwhelmed consciously, or more seriously unconsciously, through the nature of his own personality.
Blindness has many definitions and the clinician must be careful to differentiate two distinct forms of visual loss, loss of the field of vision and loss of central vision; the former deprives the patient of his panorama and restricts mobility, the latter deprives him of definition and reading.
In the clinical event, both the art and science of medicine are needed; careful examination, informed diagnosis and treatment utilizing all that medical science can offer are the prerequisite of the art which is the proper human relationship between doctor and patient. Listen to the patient. Give an intelligible (to the patient) explanation of the clinical situation. Be optimistic but where the prognosis is bad the patient should be led to it, and not have it thrown at him. Respect the relatives so far as they relate to the patient's needs. The newly blinded patient needs immense courage and skilled social support, and here the ophthalmologist turns to his medical social worker to initiate action.
Specific
Low visual acuity aids, optical aids for the failing macula, form a tenuous link in passing to consider the pattern of disease causing visual loss in the elderly. Acute visual loss may be caused by acute glaucoma, retinal artery occlusion, isch;mic optic neuritis (simple ischemia, temporal arteritis) or retinal detachment and vitreous hemorrhage. The causes of chronic visual loss include comeal dystrophy, cataract, chronic glaucoma, senile macular degeneration, diabeticretinopathy, retinal vein thrombosis, optic atrophy and hemianopia in 'strokes'.
All the acute causes require urgent expert attention, some require specific treatment. Few of the chronic disorders, because of their degenerative nature, can be alleviated. Cataract is a notable exception and to a less extent glaucoma, whilst some retinal vascular disorders may be helped by photocoagulation. Finally, hysterical amblyopia, even in the elderly, is occasionally the cause of blindness or visual symptoms which are inconsistent with the observed behaviour of the patient who usually has a previous history suggestive of hysteria.
Mrs F M Stagg (Medical Social Worker, Birmingham and Midland Eye Hospital)
Medical Social Work There are 1698 people in the Birmingham area who are registered blind; the number has decreased by 18 in the past six years. Two-thirds are aged 65 or over. Most of them live in their own homes, some assisted by their families, but many live alone, aided by the social services and voluntary welfare organizations.
Elderly people with handicaps have many problems; loneliness is paramount, and declining physical powers make them more dependent on others. They may be overwhelmed by changes such as the introduction of decimal currency or conversion to North Sea gas, and the physical work involved; only strong and independent characters can adjust to such difficulties.
Rehabilitation is needed from the onset of visual difficulties. Delay can be disastrous, and it is essential for each person to come to terms with his visual handicap before rehabilitation can begin. The role of the social worker is to listen whenever the patient is ready to talk, to help the family to adjust to the new situation and keep the patient in his rightful place. At the beginning she should spend a good deal of time with the patient in his own home to assess his ability and needs, and to help him find solutions which may be simple but are usually very effective. It is the techniques of daily living that must be taught; correct training at the beginning is essential because bad habits are hard to lose, and here the help of Royal National Institute for the Blind social rehabilitation centres, such as that at Clifton Spinney, Nottingham, where all ages are catered for, is vital.
The following are some of the common difficulties. Some possible solutions are suggested:
Shopping: Rather than delay those behind him, a blind person frequently hands his purse to the shop assistant. The blind can be taught to identify the various coins and to place them in separate compartments of a purse; if they equip themselves with either a written or a memorized list of requirements their shopping will be more positive and will arouse a keener interest.
Visiting: Handicappedpeoplemay be so frightened by heavy road traffic that they stay at home, thus losing touch with the outside world. They can be helped to make proper use ofpedestrian crossings; time spent on merely crossing the road and listening for traffic is worth while to increase confidence and therefore mobility and the opportunity to keep in touch with others.
Cooking and cleaning: Both may be neglected from lack of confidence and inability to see the results of one's labours. A declining desire to prepare food can result in declining health standards. Various aids are available from the RNIB, but of even greater importance is the adaptation of familiar kitchen equipment in a manner suitable for the blind person.
General appearance: When clothes care is difficult a slip-shod attitude can develop and the patient looks and becomes drab and lifeless. Sewing aids such as self-threading needles, braille-marked tape measures and sewing machines specially designed for the blind all assist the making up of garments as well as everyday mending.
Reading: There may be a conflict between the desire to know the contents of a letter and reluctance to have intimate details revealed to casual acquaintances. Low visual acuity glasses can be supplied. Also available are large-print books, in public libraries, and the Nuffield Talking Book machine which may be borrowed from the Nuffield Talking Book Library.
Recreation: The importance of recreation cannot be over-emphasized and every effort should be made to see that hobbies are not relinquished solely because of visual difficulties; for instance, a keen gardener who can no longer cope with a garden should be encouraged to have a greenhouse where plants are at a higher level. New hobbies should be considered; we introduced wine-making in our local blind circle and found that the interest of some who had previously enjoyed this pursuit was revived.
Dr M Keith Thompson (Croydon)'
The View from General Practice In considering the ophthalmic problems of ageing, the general practitioner is not limited to the diagnosis and treatment of ocular disease, but must include the influence of events preceding foetal life, the role of concurrent disease processes, and how much support and guidance he can bring to individual patients in accordance with their medical prognosis and social expectations. He should see ageing as a dynamic process requiring a distinction to be drawn between primary or biological ageing, and those pathological processes referable to environmental stresses and deficiencies which constitute the effective sphere for prevention and therapy. The extent to which the practitioner is engaged with the ageing eye might at first be thought to be very small in view of the remarkable way many older people adapt to poor vision and retain their capabilities. Studies have shown, however, that over the age of 65 more out-patient referrals are made to eye departments than to any other.
The first aspect of patient management lies in the field of prevention, a function which is facilitated by the increasing deployment of ancillary staff which enables a doctor to carry out periodic examinations of groups of patients at special risk. Since the health of the eye depends on the maintenance of good standards of general health and hygiene, it follows that particular attention should be paid to the eyes of patients with general conditions such as vascular hypertension and diabetes. Local conditions which may threaten visual function, such as senile changes in the eyelids, should be noted, while instruction should be given to patients to protect the eyes from trauma.
Iatrogenic disease is a difficult problem, and excessive prescribing for elderly patients, and the long-continued use of drugs known to be harmful, such as corticosteroids and quinine, should be avoided. The use of eye-drops involves hazards such as the introduction of infection, and accurate diagnosis should be established before they are instilled.
The inspection of the eye should form part of the examination of elderly patients, and the "Requests for reprints may be sent to:
